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- During the annual licensure survey and complalnt
. investigation # 26204 and # 26223 at Life Care
' Centers of Gray on October 4, 2010 through i
. October 6, 2010, no deficiencies were cited under
- Chapter 1200-8-6, Standards for Nursing Homes. | |

Division o joaith Cax FW@M
TITLE {¥6) DATE

LABORA DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE QN 'n-}cnm E‘m’iye Dv,(g{;{-o/ [ O-H/[D

5 FORM 882 574\ If continuation sheet 1 of 1




